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Abstract: Nephron-sparing surgery (NSS) in Wilms tumor (WT) patients is a surgically challenging
procedure used in highly selective cases only. Virtual resections can be used for preoperative planning
of NSS to estimate the remnant renal volume (RRV) and to virtually mimic radical tumor resection. In
this single-center evaluation study, virtual resection for NSS planning and the user experience were
evaluated. Virtual resection was performed in nine WT patient cases by two pediatric surgeons and
one pediatric urologist. Pre- and postoperative MRI scans were used for 3D visualization. The virtual
RRV was acquired after performing virtual resection and a questionnaire was used to assess the ease
of use. The actual RRV was derived from the postoperative 3D visualization and compared with the
derived virtual RRV. Virtual resection resulted in virtual RRVs that matched nearly perfectly with the
actual RRVs. According to the questionnaire, virtual resection appeared to be straightforward and
was not considered to be difficult. This study demonstrated the potential of virtual resection as a new
planning tool to estimate the RRV after NSS in WT patients. Future research should further evaluate
the clinical relevance of virtual resection by relating it to surgical outcome.

Keywords: Wilms tumor; virtual resection; remnant renal volume; nephron-sparing surgery; partial
nephrectomy; remnant renal parenchyma

1. Introduction

Wilms tumor (WT), also known as nephroblastoma, is the most frequently occurring
renal tumor in children, with a five-year survival rate of ~90% [1–3]. Approximately
35 children are diagnosed with WT in the Netherlands annually, and in most cases this
is a unilateral tumor. In 5–10% of WT patients, the disease is bilateral with an increased
likelihood for end-stage renal disease and secondary morbidity [4]. Treatment of WT is
in accordance with the UMBRELLA treatment protocol prescribed by the Renal Tumor
Study Group of the International Society of Pediatric Oncology (SIOP-RTSG) [5]. This
treatment protocol describes neoadjuvant chemotherapy, followed by open radical or partial
nephrectomy, also known as nephron-sparing surgery (NSS), and adjuvant chemotherapy.
The preferred surgical treatment in bilateral and syndromic unilateral patients is NSS with
radical resection of the tumor to preserve as much functional remnant renal volume (RRV)
as possible.

In nonsyndromic patients, radical nephrectomy is the standard of care, and NSS is
limited to certain patients who meet the criteria established in the SIOP-RTSG UMBRELLA
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treatment protocol 2016. These criteria should prevent worse oncological outcome due
to irradical resection (R1 or R2) that upstages the tumor and implies the addition of
radiotherapy [6]. However, NSS may reduce the risk of end-stage renal failure and allow
for more surgical treatment options in case of a metachronous tumor in the contralateral
kidney [7]. NSS cases require extensive preoperative planning to ensure a safe oncological
outcome and the preservation of functional RRV.

For the preoperative planning of NSS, three-dimensional (3D) visualization is routinely
used in the Princess Maxima Center. The introduction of this technique improved the
anatomical orientation of surgeons performing oncologic renal surgery [8–11]. In addition,
Isotani et al. showed that 3D visualizations could be used for virtual resection of renal
tumors in adults [12]. This technique allows surgeons to virtually perform NSS and estimate
the RRV preoperatively. However, this technique has not yet been implemented in pediatric
oncologic surgery. In this study, a method for virtual resection planning of NSS for WT
patients and the user experience of virtual resection are evaluated by the surgeons.

2. Materials and Methods

In this single-center study, the feasibility of virtual resection was examined as an
additional tool for preoperative NSS planning for WT patients using retrospective acquired
imaging data. Three dimensional visualizations were prepared with the in-house developed
3D imaging workflow for NSS developed by Fitski et al. [13]. Additionally, the actual RRV
of the patient was computed after 3D visualization of the available postoperative magnetic
resonance imaging (MRI) scans. Secondly, virtual resections were performed by two
pediatric surgeons and one pediatric urologist. Thirdly, the derived virtual RRVs were
compared with the actual RRV, resulting in a volume fraction. Finally, surgeons were asked
to complete a questionnaire to assess the user experience of virtual resection in terms of
technical performance and clinical relevance.

2.1. Patient Inclusion

This study was performed using retrospective imaging data of WT patients who
underwent NSS and received both a pre- and postoperative MRI in the Princess Maxima
Center in The Netherlands between 01/01/2019 and 01/07/2021. All NSS patients received
standard care in accordance with the SIOP-RTSG UMBRELLA treatment protocol 2016.
Within this protocol, patients received preoperative MRI and if the tumor was pathologically
characterized as high risk, postoperative MRI was also performed. Twelve patients were
considered for NSS during this period. In six patients, the tumor was pathologically
characterized as high risk, and postoperative MRI was performed. Of these six patients,
three had surgery on both kidneys, which resulted in nine single operative cases. The
Institutional Ethics Review Board waived the necessity of informed consent since the study
did not involve the actual patients and treatment was not influenced. All patients were
included in the UMBRELLA protocol and signed the UMBRELLA patient information form.

2.2. Imaging and 3D-Visualization

All patients were scanned, under sedation, with a 1.5 tesla MRI system (Achieva,
Philips Medical Systems, Best, The Netherlands). In addition, 3D visualizations were
performed with the acquired MRI scans in the 3D Slicer (version: 4.11.20210226) software
package [14]. To determine the actual RRV, a post-contrast fat-suppressed T1-weighted
MRI sequence was used in accordance with the visualization protocol developed by
Fitski et al. [13].

2.3. Virtual Resection

Virtual resection was performed by two pediatric surgeons and one pediatric urologist
with extensive experience in NSS. For the virtual resection, an open-source extension
was used in 3D Slicer: ResectionPlanner. To gain familiarity with the system and virtual
resection, the surgeons performed a training case.
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The surgical protocol for NSS consists of identifying the tumor with intraoperative
ultrasound, followed by circumscribing the resection border with diathermy, and subse-
quent radical tumor removal [15]. The virtual resection was designed to mimic this surgical
approach. The methodology for virtual resection is visualized in Figure 1. The surgeon
was able to gain familiarity with the patient’s anatomy by inspecting the 3D visualization
and the available imaging data beforehand. After inspection, resection started with the
surgeon selecting several points on the surface of the kidney and the resection software
computed a closed curve between these points. This closed curve is visualized with the
purple line in Figure 1a and represents the circumscription of the resection border with
diathermy. Secondly, the surgeon selected several intraparenchymal points in the available
imaging data (shown in Figure 1b). Both the closed circle and intraparenchymal points
were combined and used as input for the ResectionPlanner. This resulted in a 3D model of
the virtual remnant kidney used for the computation of the virtual RRV shown in Figure 1c.
Finally, the surgeon was able to perform small final corrections on the 3D model with tools
available in 3D Slicer.
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Figure 1. Workflow for virtual resection in 3D Slicer: (a) 3D visualization of the kidney, tumor,
urinary collecting system, renal artery and renal veins. The closed curve as selected by the surgeon is
indicated in purple. (b) Preoperative MRI imaging (post-contrast fat-suppressed T1-weighted) of the
abdomen with the kidney and WT segmentation in red and green, respectively. The surgeon selected
intraparenchymal points on this MRI scan. (c) 3D visualization of the virtual kidney volume after
virtual resection.

2.4. Volumetric Assessment

The performance of virtual resection was evaluated with the agreement of the virtual
RRV and the actual RRV by computing a volume fraction. The volume fraction was
computed by dividing the virtual postoperative kidney volume by the actual postoperative
kidney volume (Equation (1)). Ideally, the virtual resection volume matches perfectly
with the actual postoperative volume resulting in a volume fraction of 1.0. A volume
fraction >1.0, implies less volume was resected by virtual resection than during the actual
surgery, and thus the virtual RRV was overestimated compared with the actual RRV.
Underestimation, volume fraction < 1.0, implies more volume was resected by virtual
resection than during the actual surgery.

Volume fraction =
Vpostoperative, virtual

Vpostoperative, actual
(1)

2.5. User Experience

The surgeons were asked to complete an in-house developed questionnaire. Each
statement was scored on a Likert-scale from 1 to 5 ranging from ’strongly disagree’ (1) to
‘strongly agree’ (5). The questionnaire contained six statements. Two of the statements
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measured the technical performance as experienced by the surgeon: S1 and S4. Four of the
statements evaluated the clinical relevance: S2, S3, S5 and S6.

2.6. Statistics

All statistical analyses were performed using SPSS Statistics Version 27 (IBM Corp.,
Armonk, NY, USA). For the volumetric assessment, the median and the interquartile range
(IQR) were computed. For the user experience analysis, answers per statement per surgeon
were collected and the median and the interquartile range (IQR) were determined.

3. Results
3.1. Patient Characteristics

The six patients had a mean age of 48 months (STD = 32 months). The complete
preoperative 3D visualization was successfully obtained with MRI data only in 7 of the
9 cases. In cases eight and nine, 3D visualization of the kidney and tumor were obtained
from preoperative MRI. However, the vascular system and the urinary collecting system
(UCS) were obtained from computed tomography. Subsequently, the 3D models were
accurate, manually matched with the 3D models derived from the preoperative MRI.
Patient demographics, tumor characteristics and the time between NSS and acquisition of
the postoperative scan are described in Table 1.

Table 1. The patient demographics, tumor characteristics and the time between the scans and surgery
are listed for the nine operative cases.

Variable Case 1 * Case 2 Case 3 Case 4 Case 5 * Case 6 ‡ Case 7 ‡ Case 8 ψ Case 9 ψ

Gender (M/F) F M F F F M M M M
Age (months) 106 14 41 40 106 30 30 54 54

Disease UF UF UF UF UF UF UF MF UF
Location Left Left Left Right Left Left Right Left Right

Position LP UP MP MP UP LP LP LP and
MP MP

Syndrome - BWS - WT-1 - - - BWS BWS
The time between NSS and

acquisition of the
postoperative scan (days)

20 187 65 126 35 48 48 386 48

M = male, F = female, UF = unifocal, MF = multifocal, UP = upper pole, MP = mid pole, LP = lower pole,
BWS = Beckwith–Wiedemann Syndrome, WT-1 = Wilms tumor 1 mutation. The superscripts (*, ‡ and ψ) imply
the same patient resulting in two single operative cases.

3.2. Volumetric Assessment

Radical tumor resection was performed in all cases in both the actual and virtual
resection. The actual and virtual postoperative volumes are visualized in Figure 2a. Most
of the results are located near the black line which implies a volume fraction equal to
one. In case eight, the tumor volume was three times larger than the kidney volume and
a large resection was required. For this large resection, minor deviations in the surgical
approach by the different surgeons caused a large difference in RRV among the surgeons
and a relatively low volume fraction. In case nine, four additional tumor resections were
performed next to the two tumors that were seen in preoperative MRI scans. This resulted
in an overestimation of the virtual RRV. The volume fractions derived by each surgeon
are visualized in Figure 2b and shown in Table 2. Based on the RRVs given in Table 2, the
agreement among observers appears acceptable. The median volume fraction was found to
be 0.94 (IQR = 0.16).
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Figure 2. Results of virtual resection. In (a), the average virtual and the actual postoperative volume
per case are shown. The black line implies a volume fraction equal to one, which corresponds to
perfect agreement between the virtual and actual postoperative volume. In (b), the volume fraction
per case is shown per surgeon and the median.

Table 2. The RRVs per surgeon for all nine operative cases.

Case Number Surgeon 1 Surgeon 2 Surgeon 3

1 97.4 98.2 96.8
2 94.5 91.9 94.8
3 91.7 92.1 90.8
4 100.0 99.7 92.2
5 98.2 96.7 95.9
6 99.9 99.7 100.0
7 99.5 98.0 99.0
8 34.4 50.7 46.7
9 94.6 93.5 92.7

3.3. User Experience

The results of the questionnaire are summarized in Table 3. Virtual resection was not
considered difficult and the surgeons found virtual resection straightforward. No clear
opinion was derived for the usefulness of the derived line of resection in the intraoperative
decision-making. There was a large variation between surgeons on whether the real-life
surgical tumor resection was considered difficult.

Table 3. Results of the questionnaire were filled in by each surgeon. The results represent the patient
cumulative opinion per statement. The table visualizes both the opinion per clinician in addition to
the median outcome.

Statement Median IQR

1. The virtual resection as performed in 3D Slicer was straightforward. 4.0 1.5
2. The derived line of resection, as created in 3D Slicer is useful in the intraoperative decision-making. 3.0 1

3. This virtual resection gives a better insight into other critical anatomical structures in addition to the
standard preoperative 3D planning. 3.0 1

4. I classify this virtual resection, as performed in 3D Slicer, to be difficult. 1.0 1.5
5. Virtual resection, as performed according to this protocol, affects my intraoperative decision. 2.0 1
6. I expect this real-life surgical tumor resection, in this particular case, to be difficult. 2.0 2.5
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4. Discussion

This study evaluated virtual resection as a novel method to mimic tumor resection
and estimate the RRV in WT patients. With virtual resection, surgeons can estimate the
postoperative RRV with a nearly perfect matching volume fraction. Moreover, surgeons
found the technique straightforward and not difficult. These features allow implementation
in the current NSS planning to be feasible.

Comparable work of virtual resection in renal malignancies has been conducted in
adults. Isotani et al. showed a significant correlation between the actual RRV and the
virtual RRV based on the postoperative weight of the specimen [12]. Using the volume of
the specimen, instead of the postoperative MRI that is not routinely performed in every
patient, allows for the inclusion of more patients in further prospective research. Ueno et al.
showed that virtual resection allowed for accurate estimation as to whether the UCS had to
be opened [16]. The addition of the UCS in 3D visualizations could improve the orientation
of critical anatomical structures of virtual resection and therewith the clinical relevance of
virtual resection.

Intraoperative decisions may deviate from the planned resection based on preoperative
imaging. Such differences between the virtual resection planning and the actual performed
surgery were found in several cases. In case 9, six lesions were found intraoperatively and
resected, of which four lesions were not visible on preoperative imaging and therefore not
included in virtual resection. Apparently, not all lesions appear visible in preoperative MRI
scans that result in a deviation of the planned resection. In cases 6 and 7, an increase in the
actual postoperative renal volume was found in comparison with the actual preoperative
renal volume, suggesting postoperative growth of the kidney. Postoperative growth can
be explained by hypertrophy because of postoperative adaptations in the kidney [17]. In
addition, postoperative hydronephrosis may also contribute to the increase in postoperative
renal volume. To correct for postoperative growth, comparison with the contralateral
kidney volume may allow for a more accurate estimation of the actual RRV. This may
further improve the validation of virtual resection.

The clinical relevance of virtual resection must be evaluated before virtual resection
influences the surgical approach in pre- and intraoperative decision-making and is imple-
mented in current NSS planning. In this study, using the closed curve on the kidney’s
surface was found to be clinically relevant by one of the surgeons. This surgeon reported
that intraoperative circumscription of the tumor would be less complicated after deter-
mining the closed curve virtually. Nevertheless, results from the questionnaires showed
that the clinical relevance of virtual resection for these nine cases was deemed limited as
all surgeons were familiar with all cases. In further research, virtual resection needs to
be performed before the actual surgery to fully assess its clinical value on intraoperative
decisions by pediatric surgeons. The clinical usability of virtual resection may be improved
by adding more estimation features than solely the reduction in renal volume. Correlating
renal function and RRV may result in a more accurate estimation of postoperative outcome
than RRV alone [18,19]. Secondly, virtual resections can be used to predict possible surgical
complications such as urine leakage or a positive surgical resection margin [20]. Based
on virtual resection, the postoperative RRV can now be estimated, which can be used for
the indication of hemodialysis or chronic peritoneal dialysis catheters. Moreover, virtual
resection provides an estimation of the opening of the UCS and therefore the indication for
a double J catheter [12,16]. Thus, knowledge of the expected RRV and postoperative renal
function, next to the preoperative clinical status, can influence decisions concerning the
indication of dialysis catheters during NSS for acute renal failure.

This study has some limitations that need to be acknowledged. This was a single-
center study using retrospective acquired imaging data of patients that already underwent
NSS and thus the surgeons were familiar with all of the cases. Therefore, the clinical
relevance rated by the surgeons could be affected. Second, only a limited number of cases
were available for inclusion due to the requirements of both pre- and postoperative MRI.
More patients can be included in further research when using a volumetric assessment
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of pathological specimen instead of the limited available postoperative MRI [12]. Further
research of virtual resection in combination with renal function and surgical complications
is required to validate and strengthen the clinical relevance of this potential new tool for
NSS planning.

5. Conclusions

This study demonstrated the potential of virtual resection as a new planning tool to
estimate the RRV after NSS in WT patients. Virtual resection appeared to be a straightfor-
ward technique that is not difficult to use, hence implementing virtual resection in current
NSS preoperative planning seems feasible. Future research should evaluate the added
clinical value of simulating tumor resection during preoperative planning and incorpo-
rating surgical outcome, such as renal function and the indication for hemodialysis or
chronic peritoneal dialysis catheters, additional to estimating RRV, to further validate and
strengthen the clinical relevance of virtual resection as a new tool in NSS planning.

Author Contributions: Conceptualization, J.M.v.d.Z., M.F., F.F.J.S. and A.F.W.v.d.S.; methodol-
ogy, J.M.v.d.Z., M.F., F.F.J.S. and A.F.W.v.d.S.; software, J.M.v.d.Z. and M.F.; validation, J.M.v.d.Z.
and M.F.; formal analysis, J.M.v.d.Z. and M.F.; investigation, J.M.v.d.Z., M.F., C.P.v.d.V., A.J.K.
and A.F.W.v.d.S.; resources, M.F., M.H.W.A.W. and A.F.W.v.d.S.; data curation, J.M.v.d.Z. and
M.F.; writing—original draft preparation, J.M.v.d.Z. and M.F; writing—review and editing, F.F.J.S.,
C.P.v.d.V., A.J.K., M.H.W.A.W. and A.F.W.v.d.S.; visualization, J.M.v.d.Z.; supervision, M.F, F.F.J.S.,
A.F.W.v.d.S. and M.H.W.A.W.; project administration, J.M.v.d.Z.; All authors have read and agreed to
the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study
since the study did not involve the actual patients and treatment was not influenced.

Informed Consent Statement: All patients were included in the UMBRELLA protocol and signed
the UMBRELLA patient information form. Patients consented to retrospective use of imaging data
and thus no additional consent was required for this study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. De Kraker, J.; Graf, N.; Van Tinteren, H.; Pein, F.; Sandstedt, B.; Godzinski, J.; Tournade, M.F. International Society of Paediatric

Oncology Nephroblastoma Trial Committee. Reduction of postoperative chemotherapy in children with stage I intermediaterisk
and anaplastic Wilms’ tumour (SIOP 93-01 trial): A randomised controlled trial. Lancet 2004, 364, 1229–1235. [CrossRef]

2. Breslow, N.; Olshan, A.; Beckwith, J.B.; Green, D.M. Epidemiology of Wilms tumor. Med. Pediatr. Oncol. 1993, 21, 172–181.
[CrossRef] [PubMed]

3. Brok, J.; Treger, T.D.; Gooskens, S.L.; van den Heuvel-Eibrink, M.M.; Pritchard-Jones, K. Biology and treatment of renal tumours
in childhood. Eur. J. Cancer 2016, 68, 179–195. [CrossRef] [PubMed]

4. Metzger, M.L.; Dome, J.S. Current Therapy for Wilms’ Tumor. Oncologist 2005, 10, 815–826. [CrossRef] [PubMed]
5. Van Den Heuvel-eibrink, M.M.; Hol, J.A.; Pritchard-Jones, K.; Van Tinteren, H.; Furtwängler, R.; Verschuur, A.C.; Vujanic, G.M.;

Leuschner, I.; Brok, J.; Rübe, C.; et al. Position Paper: Rationale for the treatment of Wilms tumour in the UMBRELLA SIOP-RTSG
2016 protocol. Nat. Rev. Urol. 2017, 14, 743–752. [CrossRef] [PubMed]

6. Godzinski, J.; Graf, N.; Audry, G. Current concepts in surgery for Wilms tumor-the risk and function-adapted strategy. Eur. J.
Pediatr. Surg. 2014, 24, 457–460. [PubMed]

7. Breslow, N.E.; Collins, A.J.; Ritchey, M.L.; Grigoriev, Y.A.; Peterson, S.M.; Green, D.M. End stage renal disease in patients with
Wilms tumor: Results from the National Wilms Tumor Study Group and the United States Renal Data System. J. Urol. 2005, 174,
1972–1975. [CrossRef] [PubMed]

8. Wake, N.; Wysock, J.S.; Bjurlin, M.A.; Chandarana, H.; Huang, W.C. “Pin the Tumor on the Kidney”: An Evaluation of How
Surgeons Translate CT and MRI Data to 3D Models. Urology 2019, 131, 255–261. [CrossRef] [PubMed]

9. Günther, P.; Ley, S.; Tröger, J.; Witt, O.; Autschbach, F.; Holland-Cunz, S.; Schenk, J.P. 3D Perfusion Mapping and Virtual Surgical
Planning in the Treatment of Pediatric Embryonal Abdominal Tumors. Eur. J. Pediatr. Surg. 2008, 18, 7–12. [CrossRef] [PubMed]

http://doi.org/10.1016/S0140-6736(04)17139-0
http://doi.org/10.1002/mpo.2950210305
http://www.ncbi.nlm.nih.gov/pubmed/7680412
http://doi.org/10.1016/j.ejca.2016.09.005
http://www.ncbi.nlm.nih.gov/pubmed/27969569
http://doi.org/10.1634/theoncologist.10-10-815
http://www.ncbi.nlm.nih.gov/pubmed/16314292
http://doi.org/10.1038/nrurol.2017.163
http://www.ncbi.nlm.nih.gov/pubmed/29089605
http://www.ncbi.nlm.nih.gov/pubmed/25478666
http://doi.org/10.1097/01.ju.0000176800.00994.3a
http://www.ncbi.nlm.nih.gov/pubmed/16217371
http://doi.org/10.1016/j.urology.2019.06.016
http://www.ncbi.nlm.nih.gov/pubmed/31233814
http://doi.org/10.1055/s-2007-989374
http://www.ncbi.nlm.nih.gov/pubmed/18302062


Curr. Oncol. 2022, 29 784

10. Schenk, J.P.; Waag, K.L.; Graf, N.; Wunsch, R.; Jourdan, C.; Behnisch, W.; Tröger, J.; Günther, P. 3-D-Visualisierung in der MRT zur
Operationsplanung von Wilms-Tumoren. In RöFo-Fortschritte auf dem Gebiet der Röntgenstrahlen und der bildgebenden Verfahren;
Georg Thieme Verlag KG Stuttgart: New York, NY, USA, 2004; pp. 1447–1452.

11. Cunningham, M.E.; Klug, T.D.; Nuchtern, J.G.; Chintagumpala, M.M.; Venkatramani, R.; Lubega, J.; Naik-Mathuria, B.J. Global
Disparities in Wilms Tumor. J. Surg. Res. 2019, 247, 34–51. [CrossRef] [PubMed]

12. Isotani, S.; Shimoyama, H.; Yokota, I.; China, T.; Hisasue, S.I.; Ide, H.; Muto, S.; Yamaguchi, R.; Ukimura, O.; Horie, S. Feasibility
and accuracy of computational robot-assisted partial nephrectomy planning by virtual partial nephrectomy analysis. Int. J. Urol.
2015, 22, 439–446. [CrossRef]

13. Fitski, M.; Meulstee, J.W.; Littooij, A.S.; van de Ven, C.P.; van der Steeg, A.F.; Wijnen, M.H. MRI-Based 3-Dimensional Visualization
Workflow for the Preoperative Planning of Nephron-Sparing Surgery in Wilms’ Tumor Surgery: A Pilot Study. J. Healthc. Eng.
2020, 2020, 8899049. [CrossRef]

14. Kikinis, R.; Pieper, S.D.; Vosburgh, K.G. 3D Slicer: A Platform for Subject-Specific Image Analysis, Visualization, and Clinical
Support. In Intraoperative Imaging and Image-Guided Therapy; Springer: New York, NY, USA, 2014; pp. 277–289.

15. Klatte, T.; Ficarra, V.; Gratzke, C.; Kaouk, J.; Kutikov, A.; Macchi, V.; Mottrie, A.; Porpiglia, F.; Porter, J.; Rogers, C.G.; et al.
A Literature Review of Renal Surgical Anatomy and Surgical Strategies for Partial Nepherectomy. Eur. Urol. 2015, 68, 980–992.
[CrossRef] [PubMed]

16. Ueno, D.; Makiyama, K.; Yamanaka, H.; Ijiri, T.; Yokota, H.; Kubota, Y. Prediction of open urinary tract in laparoscopic partial
nephrectomy by virtual resection plane visualization. BMC Urol. 2014, 14, 47. [CrossRef] [PubMed]

17. Park, B.H.; Cho, K.J.; Kim, J.I.; Bae, S.R.; Lee, Y.S.; Kang, S.H.; Kim, J.C.; Han, C.H. A useful method for assessing differences of
compensatory hypertrophy in the contralateral kidney before and after radical nephrectomy in patients with renal cell carcinoma:
Ellipsoid formula on computed tomography. Br. J. Radiol. 2018, 91, 20170425. [CrossRef] [PubMed]

18. Ceccanti, S.; Cozzi, F.; Cervellone, A.; Zani, A.; Cozzi, D.A. Volume and function of the operated kidney after nephron-sparing
surgery for unilateral renal tumor. J. Pediatr. Surg. 2019, 54, 326–330. [CrossRef]

19. Klingler, M.J.; Babitz, S.K.; Kutikov, A.; Campi, R.; Hatzichristodoulou, G.; Sanguedolce, F.; Brookman-May, S.; Akdogan, B.;
Capitanio, U.; Roscigno, M.; et al. Assessment of volume preservation performed before or after partial nephrectomy accurately
predicts postoperative renal function: Results from a prospective multicenter study. Urol. Oncol. Semin. Orig. Investig. 2019, 37,
33–39. [CrossRef] [PubMed]

20. Spiegl, H.R.; Murphy, A.J.; Yanishevski, D.; Brennan, R.C.; Li, C.; Lu, Z.; Gleason, J.; Davidoff, A.M. Complications Following
Nephron-Sparing Surgery for Wilms Tumor. J. Pediatr. Surg. 2020, 55, 126–129. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jss.2019.10.044
http://www.ncbi.nlm.nih.gov/pubmed/31810638
http://doi.org/10.1111/iju.12714
http://doi.org/10.1155/2020/8899049
http://doi.org/10.1016/j.eururo.2015.04.010
http://www.ncbi.nlm.nih.gov/pubmed/25911061
http://doi.org/10.1186/1471-2490-14-47
http://www.ncbi.nlm.nih.gov/pubmed/24927795
http://doi.org/10.1259/bjr.20170425
http://www.ncbi.nlm.nih.gov/pubmed/29125336
http://doi.org/10.1016/j.jpedsurg.2018.10.095
http://doi.org/10.1016/j.urolonc.2018.11.007
http://www.ncbi.nlm.nih.gov/pubmed/30473205
http://doi.org/10.1016/j.jpedsurg.2019.09.066
http://www.ncbi.nlm.nih.gov/pubmed/31711743

	Introduction 
	Materials and Methods 
	Patient Inclusion 
	Imaging and 3D-Visualization 
	Virtual Resection 
	Volumetric Assessment 
	User Experience 
	Statistics 

	Results 
	Patient Characteristics 
	Volumetric Assessment 
	User Experience 

	Discussion 
	Conclusions 
	References

